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Although carcinomatous infiltration of the fibrous septa has been observed in this series it plays little part in the production of the pseudolipoma. When it occurs it produces firm adherence of the skin to the tumour.
The oedema produced by the chronic inflammatory reaction in and around the expanded cancers seems the likely explanation of the production of the overlying pseudolipoma. When oedema is produced by severe or acute inflammation it may be so intense that oedema of the skin results.
A swelling which was sufficiently defined to be easily felt under the pseudolipoma was found in 11 out of 18 cases, but a confident diagnosis of cancer could not have been made from physical examination except in three of these where the overlying skin was adherent. When an indefinite swelling was present under the pseudolipoma the cancer could have been entirely missed, and there were three patients with cancer in whom the only physical sign was the pseudolipoma. Conversely, in one of the patients in whom duct ectasia had produced a pseudolipoma involving nearly the whole of the upper part of the breast a definite swelling was palpated near the nipple and hard axillary nodes were felt.
The finding of a pseudolipoma must be regarded as a signal that cancer is likely to be present. If the pseudolipoma is recognized directly over a readily palpable swelling and is symmetrically placed over that swelling, then the lesion is a cancer, and whatever treatment is preferred may be instituted. J., 1965, 2, 1462-1465 This is a report on the results of conjoint family and milieu therapy with hospitalized schizophrenics at two mental hospitals in the Greater London area. During the past 10 years the internal family milieu of schizophrenics has been intensively studied by workers in the United States-for example, Bateson et al. (1956) , Lidz et al. (1958) , and Wynne et al. (1958) -and by ourselves (Laing and Esterson, 1964) . These studies, which have shown how frequently the person diagnosed as schizophrenic is part of a network of extremely disturbed and disturbing patterns of communication, have important implications for prevention, treatment, and aftercare.
As a result of this work and that of psychotherapists with experience of prolonged relationships with schizophrenics increasing doubt has been cast on the view that schizophrenia is a medical syndrome or entity in any sense currently employed in ordinary medical practice. This work has also rationalized a form of therapy which does 'not focus on the individual patient but on the group or system of communications of which he is part, whether within his family or within the mental hospital. 
Principles of Method
Details of our method of family and group study and treatment of the person diagnosed as schizophrenic will be described in subsequent publications.
Very briefly, the principles we have followed are: (1) A systematic clarification and undoing of patterns of communication that we take to be "schizogenic" within the family. (2) A similar clarification and undoing of such patterns of communication between patients and between staff and patients. (3) Continuity of personnel working with the family during and after the patient's stay in hospital. (4) No individual psychotherapy was given. (5) None of the so-called shock treatments were used, nor was leucotomy. Patients received comparatively small doses of tranquillizers. For instance, no male patient received more than the equivalent of 300 mg. of chlorpromazine, and 25 % of patients received no tranquillizers at all. Less than 50% of the women and 15 % of the men received tranquilizers during the follow-up period.
A schizophrenic who is admitted to hospital is handicapped to a greater or less degree in his ability to live under ordinary social conditions. It is necessary to provide a social setting that takes this into account. We therefore reorganized the wards under our care so as to create a human context in which those transactions which our studies have shown are apt to precipitate psychotic behaviour were avoided so far as was possible. In this context each patient was ensured of a relationship with at least one other person significant to him. This relationship was as consistent and reliable as we could achieve.
To this end we trained a team of social therapists selected from the nursing staff-a social therapist being any person who sets out to establish with the patient a consistent relationship of trust. We also used patients as social therapists.
The social therapist must be ready to use almost any situation to establish a relationship with a patient. He must be frank and honest at all times and be prepared to discuss honestly any issue, no matter how personal to himself, or be straightforward in admitting his anxiety if he finds it impossible to discuss anything. Such readiness, whether in private or in a group, is crucial, we believe, to resolving the mystifying patterns of communication that surround the patient. Selection Our series consisted of 42 patients, 20 men and 22 women, within the ages of 15 and 35, who were drawn from two mental hospitals in the London area. Patients were selected from consecutive schizophrenics admitted into hospital according to the following criteria, which were the same for both men and women:
1. They had been diagnosed as schizophrenic' by at least two senior psychiatrists not members of our therapeutic team, and were regarded as such by the staff.
2. They were not, and had not been, subjected to any organic condition-for example, brain injury, epilepsy-that might have affected those functions regarded as disturbed in schizophrenics.
3. They were not of obviously subnormal intelligence. 4. They had not been subjected to brain surgery of any kind. 5. Nor had they received more than 50 electric shocks in the year before the treatment began and not more than 150 in all.
6. As for the family, at least one parent should be alive and available for interview. Patients could be with or without brothers or sisters, married or single, and with or without children. They could be living with their families or on their own. No patient or family refused to co-operate. Only one woman who met the other criteria was rejected. This was because her parents not only lived too far away (in Scotland) but they were also too infirm to travel. She was transferred to a hospital near them in accordance with administrative custom. Two of our patients were initially admitted to hospitals in other parts of the country and had been transferred to our hospitals in order to be near their families. This was standard administrative procedure and was not the consequence of our research. One man who met our other criteria was rejected because both parents were dead. Presumably the low average age of our patients accounts for the ease with which this criterion was met.
The patients selected were otherwise clinically homogeneous with the schizophrenic intake to the two hospitals.2
Results
Our results are as follows. All patients were discharged within a year of admission. Seven (17%) were readmitted3 within another year (Table I ).
The average duration of stay was three months. We found no significant difference between men and women in this respect, and none between those who went home or into diggings, hostels, etc. (1959) showed that 20.4% of patients discharged were back in hospital within three years, while Pollack (1958) , in another study on chlorpromazine, reported that of 716 patients discharged 19% were readmitted. In a group treated with tranquillizers and monthly psychotherapeutic interviews Mendel and Rapport (1963) found that 21.6% were readmitted within one year. Free and Dodd (1961) , in their study of 596 patients divided into a control and an aftercare group, found that 35.1% of the former and 14.6% of the latter were back within a year of discharge. Orlinski and D'Elia (1964) If we compare our results, so far as this is possible, with those quoted in the M.R.C. studies, we find certain points of interest (Table III) , although naturally we must be cautious about drawing final conclusions.
We cannot compare the readmission of men, as the number of men readmitted in our sample is too small. However, comparing the total of men and women readmitted in our sample with the number of men reported readmitted in the M.R.C. 1964 study, we find that 17% of our patients were readmitted compared with 43% of patients in the M.R.C. study, and that this difference is statistically significant (X2=8.34, P<0.00S).' Since the percentage of female readmissions in our study is more than twice that of males this figure may well be weighted against us.
Twelve per cent. of all patients in our group who were living at home were readmitted compared with 44.4 % (men only) readmitted of those living at home in the group reported in the M.R.C. 1964 study. However, the total number of our patients readmitted is less than five, and so our figure cannot be regarded as statistically significant, although a trend emerges (,2 8.99; P<0.005).4
Discussion
In this report we are not claiming that our approach to the problem of schizophrenia is the only one possible, or even the I Yates's correction used here. 
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25-4 24-1 Average age in years of discharge sample .. ,, ,, ,, (aftercare hostels, etc.) . In fact, only two of our patients were discharged to hostels. All the others returned home or went into lodgings. In all cases we provided the aftercare, which was an extension of family therapy and consisted essentially in our being available for consultation whenever the family, the patient, or the general practitioner felt the need. The average number of consultations per family in the year after discharge was three. These ranged from telephone conversations to full family discussions. Brown et al. (1962) report a significant tendency for more frequent readmission of patients who return to homes where there is high emotional involvement with a key relative. Of the five women readmitted two were not living with their families, and of the two men readmitted one was living away from his family.
As for the condition of the patients who were not readmitted, 72 % of the men and 70% of the women were capable of a sufficiently reasonable social adjustment to be able to earn their living for the whole of the year after discharge.
The trends are clear. Schizophrenics now "remit " quite quickly in hospital. Most of them, however, have to return to the social context in which they broke down in the first place. In most cases this social context is the family of origin. At least 50% of first-admission schizophrenics who return to their family of origin are back in hospital within one year (so far as the national trend can be assessed). The figure rises as emotional involvement with any key member of the family becomes more intense.
For socio-economic reasons, for a long time to come, patients will have to go back to their families, who will have to put up with one another. We try to help the patient and his family to be less disturbing to each other by intensive work with the whole family, including the patient during his stay in hospital. By the time the patient is discharged they will perhaps have learned to understand one another a little better and have come to feel there is someone else who understands them. They are encouraged to feel that in any crisis they can refer back to us for an emergency family consultation either at hospital or, where hospital arrangements have allowed, in their own home. In the last five years these 42 families have called us out seven times in all. We arranged readmission on two occasions. Under ordinary circumstances the patient would probably have been readmitted on three of the other five occasions. Of these five cases one was a woman who needed hostel accommodation but was readmitted because none was immediately available, and four were readmitted without our knowledge. This was because we had to work within a hospital out-patient and domiciliary service in which (1) a psychiatrist unknown to the patient may see him on a routine visit to the out-patient department, (2) the family is usually never seen at all, and (3) the psychiatrist, if called on a domiciliary visit, has no knowledge of the family and has no time to acquire any.
Summary
Twenty male and 22 female schizophrenics were treated by conjoint family and milieu therapy in two mental hospitals with reduced use of tranquillizers. No individual psychotherapy was given. None of the so-called shock treatments was used, nor was leucotomy. All patients were discharged within one year of admission. The average length of stay was three months. Seventeen per cent. were readmitted within a year of discharge. Seventy per cent. of the others were sufficiently well adjusted socially to be able to earn their living for the whole of the year after discharge. These results are the first to be reported on the outcome of purely family and milieu therapy with schizophrenics, and they appear to us to establish at least a prima facie case for radical revision of the therapeutic strategy employed in most psychiatric units in relation to the schizophrenic and his family. This revision is in line with current developments in social psychiatry in this country.
